Introduction
Primary anorexia nervosa is receiving special emphasis at the present time, and there is a general impression that the incidence has increased in the last decade (Bliss and Branch, 1960; Theander, 1970; Kendell et al., 1973; Crisp, Palmer and Kalucy, 1976) . It is difficult to be sure to what extent the increase is real and to what extent it reflects fashion and cultural influences, the epidemiological potential of the media (especially television) or a greater awareness of the condition amongst doctors.
Whereas patients whose anorexia is secondary to depression or some other disorder are not slow to seek help, it is in the very nature of primary anorexia nervosa to avoid such help, so that the condition in its less severe form is probably commoner than is at first apparent.
Until recent years it was widely held that anorexia nervosa was by definition a disorder of women. This non-recognition meant that a condition, admittedly very rare in males, appeared even rarer. In general, a 'chubby' boy will be under less social and domestic pressure than his sister in a similar condition. In the female, puberty declares itself in more concrete form or earlier than in the male. Crisp (1970) suggested that homosexual conflict in the male may play a comparable role to that of the heterosexual threat in the female.
The rarity of primary anorexia nervosa in the male sex is not in question but it is equally certain that a condition exists in males which coincides closely with the female equivalent. Bruch (1973) has described ten cases but four of these were depressed and probably secondary.
Crisp and Toms (1972) , in a report on thirteen male patients with anorexia nervosa, concluded that the disorder has the same characteristics as the female version and includes active avoidance of normal weight, elective carbohydrate starvation and emaciation.
Case reports and methods
Because of the limited number of cases of male anorexia on record, it was felt that an account of another ten cases would be worthwhile. The present findings are reported under the headings similar to those employed by Crisp and Toms (1972) and are gratified by the degree of concordance that emerges.
The study necessarily involves some of those shortcomings inherent in retrospection, but it is not thought that this has proved misleading to a significant degree, since the hospital records are gratifyingly complete.
No patient came on his own initiative to seek psychiatric help, and most consulted a doctor only under considerable family pressure. The general practitioner usually referred the patient to a physician in the first place, and the initial screening was an advantage where it was not protracted in such a way as to prejudice the psychiatric approach to the problem. The immediate referral was from a physician in eight cases and a general practitioner in two.
Notes were obtained through computer records and a large number of case notes were scrutinized and only those with the following criteria were accepted.
(1) Avoidance of food, and especially carbohydrates, with evidence of deliberate deceit about food intake or weight.
(2) Loss of weight beyond reasonable arbitrary limits.
(3) Absence of an adequate explanation for the weight loss, either from organic disease or primary psychiatric disorder, especially depression. The evidence points inescapably to a pattern of sexual activity well outside the normal range. Two patients were married; in one (case 5) the sexual aspect became non-existent and a source of discord and in the other (case 4) the presentation was atypical. There was decline in libido but this was not an important feature of the illness. Of the others, composed of late adolescents and young adults, it is doubtful it they had one act of intercourse to their credit (or discredit) between them.
There was no firm evidence of homosexuality. The authors are reluctant to use the description 'latent homosexuality' because of its nebulous nature and frequent misuse. A better alternative, however, cannot be found. There was a notable lack of assertive masculinity or identification with the normal interests and activities of the male age group. One Alcoholism dullard, and three patients with superior intelligence, the remainder being average. Although not formally tested, obsessionality seemed to be a prominent feature of the personality.
Treatment
Treatment was along the general lines of operant conditioning with flexibility according to the needs of a particular case. For the most part patients enjoyed increasing activity and autonomy as the required weight was attained. One or two patients actively enjoyed the hospital experience, or could not face home, and they were put in the paradoxical position that they would be discharged if the weight were not attained. Chemotherapy was mainly at a symptomatic level; massive doses of chlorpromazine were prescribed only exceptionally. Two patients had received ECT elsewhere before referral to us but with unimpressive results. Pains were taken to study, usually with the help of a social worker, the family, and to include this in the framework of treatment. The employment of systematic psychotherapy was not appropriate to all cases but when it was, the commencement of treatment was above all a matter of timing; this proved abortive if undertaken too soon.
Follow-up
One patient (case 4) died. For the remainder, the length of follow-up (which was personal except in two cases where detailed and reliable reports were received) was from 6 months to 6 years (mean 27 months).
The earlier pattern was the familiar one of very uncertain maintenance of weight-gain, often with early re-admission. In the longer term one patient (case 5) has moved to the London area and is now awaiting re-admission, having relapsed into a chronic anorexic condition with a generally unsatisfactory life pattern. In two other patients the situation remains precarious. None has developed a bulimic syndrome.
From the psychiatric point of view four patients are entirely satisfactory, three patients have fairly prominent but not incapacitating anxiety symptoms or affective disturbances, and one has minor symptoms of that kind. One patient is frankly maladjusted.
Daily (1969) and Crisp and Toms (1972) have commented on the rather poorer prognosis in the male anorexic compared with the female counterpart. The authors' general impression is that the outcome in this series has been rather better than in their female cases but the numbers are small and it is possible that the sample, whilst undoubtedly fitting the category of weight phobia, contained a smaller proportion of extremely severe cases at the time of presentation compared with corresponding females.
Conclusions
The features displayed by the patients in this series show a great deal in common with those described by other authorities, especially Crisp and Toms (1972) . This would seem to strengthen the authors' suspicion that they are dealing with a discrete syndrome. Discounting the amenorrhoea, the findings whilst showing divergences here and there are such as to make it more than likely that it is the male counterpart of primary anorexia nervosa in the female. No single finding can be identified as being essential but the aetiological package seems to include an obsessional personality, skewed parental relationships, self-consciousness about being overweight and importantly an apprehension of the threat of manhood, with particular reference to the heteroxexual role.
The significance of the cluster of psychological data is inescapable and it would stretch plausibility beyond reason to regard this as coincidental or secondary to a primary endocrine disturbance. The suggestion is that the disorder is primarily psychogenic although perhaps occurring in those with some physiological predisposition.
